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symptoms were present. The urine, which was of average
quantity, was dark red, with an acid reaction and a specitic
gravity of 1024. Microscopically a large number of red
blood corpuscles with a few epithelial cells were evident.
Tube casts could not be recognised. Physical examination
revealed the presence of a distinct enlargement of the left
kidney, which was tender on pressure. All the other viscera
appeared healthy. On the 13th an incision was made on
the left side extending from the tenth costal cartilage to a
point, an inch internal to the anterior superior iliac spine. All
the structures down to, but excluding, the peritoneum were
divided in this line. The serous membrane was then reflected
from the abdominal walls till the whole of the anterior
surface of the kidney and a considerable part of the renal
vessels were exposed. The gland was then removed by
separating it from the surrounding tissues and tying the
vessels and ureter between double ligatures. A small in-
cision was next made in the loin by cutting down on the
point of a pair of dressing forceps introduced through the
anterior opening. Through the lumbar wound the cavity
was loosely packed with sterilised gauze, whilst the anterior
incision was stitched in layers with catgut. Two days later
the packing was removed and, as there was only a little
serous stain in the dressings, just sufficient gauze was intro-
duced to keep the posterior wound open. After other two
days the packing was dispensed with entirely. The
patient’s progress after the operation was satisfactory
for a month; the wounds healed and the quantity of
urine and urea averaged 50 ounces and 400 grains respec-
tively per day. A trace of albumin, however, was
still present. The patient now began to show signs of
mental confusion and this condition gradually became worse
till by the end of September he was unable to answer any
question intelligently. In the beginning of October dermatitis
affecting the whole surface of the body appeared. This
gradually improved under treatment so that by the end of
the month the skin was practically well. Three weeks later
the patient’s mental condition had quite cleared up and he
left the hospital with, however, the albuminuria still present,
though not so marked. During the whole of this period the
urine was normal in quantity and contained on an average
420 grains of urea in the 24 hours. Tube casts were
never observed. The patient was seen every few weeks after
leaving hospital and his urine was examined, but it was not
till eight months after the nephrectomy that the albumin
had quite disappeared.
He was last seen four weeks ago-i.e., four and a half
years after the operation-when he appeared to be well in
every respect. The anterior incision was represented by a
linear cicatrix which showed no tendency to stretch. There
was no apparent weakness of the abdominal walls notwith-
standing the fact that he was regularly employed at his
work as an engine-fitter. Sensation between the middle line
and the cicatrix was only very slightly blunted.
The kidney on removal was found to be enlarged in its
lowest third to double the normal size whilst the remainder
was regular in size and shape. On cutting the organ open it
was evident that the enlargement was due to a tumour into
which blood had been extravasated. Microscopic examina-
tion demonstrated that the neoplasm was a carcinoma
undergoing colloid degeneration.
The advantages of removal of the kidney by this method
far outweigh its disadvantages. The organ is easily accessible ;
there is no stretching of, or tension on, the vessels ; large
tumours can be removed through the wound ; whilst the
ureter, if necessary, can be exposed almost down to the
bladder. The intestines do not come into the field of
operation, the blood-supply of the colon is not interfered
with, and the shock consequent on opening the abdominal
cavity is obviated, whilst the wound is not any deeper
than in the transperitoneal method. In the case of
stone the viscus can be thoroughly examined between the
fingers. In septic conditions the peritoneal cavity is not
infected. Adhesions, both anteriorly and posteriorly, are
easily reached, whilst in those cases where the peritoneum
is so adherent to the kidney that it cannot be stripped off
and the abdominal cavity has to be opened this part of the
operation is much easier than by the lumbar incision and is
not any more difficult than by the abdominal route. The
disadvantages are : (1) that the opposite kidney cannot be
examined through the wound and (2) that a risk of ventral
hernia is incurred ; but in the case of wounds taking an
aseptic course the latter objection is more theoretical than
real, as the above instance shows.
Glasgow.
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A WOMAN, aged 36 years, was admitted into the West-
minster Hospital late on the evening of April 25th, 1902,
suffering from acute pain in the abdomen. She was brought
to the hospital in a hansom cab, but walked into the surgery.
Her condition on admission was as follows. She lay in bed
with her knees slightly flexed ; her face was not anxious, nor
were her eyes sunken ; her tongue was moist and clean ; her
pulse was 120 per minute, regular and easily compressible; q
and her temperature was 100.2&deg; F. When I saw her, half an
hour after admission, her temperature had risen to 100’8&deg;*
and her abdomen was rigid, slightly retracted, and tender all
over, the tenderness being most marked over the region of
the stomach. The previous history was to the effect that she
had been an in-patient in the Middlesex Hospital four and
a half months previously with a four months’ history of pain
increased by food and relieved by vomiting. She was there
found to have marked tenderness over the whole of the left
abdomen, most marked at a spot two inches above, and to
the left of, the umbilicus. Nothing else was found. In
eight days her pain had disappeared and in three and a half
weeks she was discharged from the hospital. The history
of the present illness was as follows. For the last three
days the patient had had a return of the old pains after food.
On April 25th, at 3 P.m. she was suddenly seized with severe
abdominal pain and vomited once ; the vomit consisted of
food only, there being no blood in it. The pain was exceed-
ingly severe from the very beginning, causing her to keep
her knees drawn up ; it was felt all over the abdomen but
was most marked in the left hypochondriac and epigastric
regions.
The diagnosis of perforation of a gastric ulcer having
been made the abdomen was opened by a four-inch incision
in the mid-line between the umbilicus and the ensiform
cartilage. On opening the peritoneum some fluid escaped
which was whitish, opaque, and greasy. On passing the
hand over the front of the stomach it was found to be
adherent to the anterior abdominal wall. At this site the
stomach wall was very much thickened, so much so that
malignant disease was feared. Cutting through the
adhesion, which was about a quarter of an inch
thick, the thickened portion of the stomach was drawn
out of the abdominal cavity and the peritoneal cavity
was shut off by gauze pads. In the centre of this
thickened area and by the side of the adhesion was a round
hole of the size of the end of an ordinary black-lead pencil;
through this, stomach contents were passing, amongst which
pieces of cauliflower could be recognised. In order to
determine the pathological nature of the mass in the stomach
wall an incision was made through it into the stomach, the
incision crossing the perforation, when it was seen that the
mucous membrane was free from malignant disease and the
stomach wall, although here an inch in thickness, appeared
to owe its altered condition entirely to inflammatory processes.
(Subsequent microscopic examination confirmed this.) To
put an end to the constant leakage of stomach contents
through the hole the interior of the stomach was lightly
wiped out with sponges. The greatly thickened tissues sur-
rounding the perforation did not permit of the invagination
of that portion of the stomach wall, so that area, measuring
about two and a half by one and a half inches, was excised.
The mucous membrane of the rest of the stomach
was normal, and there was no obstruction to the finger
passing into the pylorus. The mucous membrane was
sewn up with a continuous silk suture and the other coats
were brought together with one row of Lembert’s sutures,
the stitches passing well beyond the edges of the wound
and an occasional one being afterwards inserted here and
there along the line of suture as seemed advisable. An
incision was made in the right inguinal region and through
this and the upper wound the peritoneal cavity was mopped
out with sponges and then thoroughly flushed with sterilised
water. The whole of the cavity was again as far as possible
sponged over and the wounds were sewn up, an iodoform
gauze plug being placed in contact with the wound in the
stomach and brought out at the lower end of the upper
wound and a large-sized curved glass tube was passed
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through the lower wound into the pelvis. Two days later the
- edges of the lower wound became red and swollen. The
stitches were taken out and fomentations were applied and
the inflammatory trouble soon disappeared. The patient was
fed with nutrient enemata, beef-tea, and milk alternately
for seven days, and then she was given in addition one
drachm of meat juice by the mouth every two hours ;
two days later milk was given in gradually increasing
quantities, until by the eleventh day she was taking three
pints of milk in the 24 hours and one drachm of meat juice
-every two hours. On the fifteenth day she was taking fish.
She left the hospital for the convalescent home five weeks
from the date of admission.
I saw her four months later when she expressed herself
.as being quite well. There was no abdominal tenderness or
pain after food and she could take any kind of food ; she
said that she was more comfortable than she had been for
the last three years. I saw her several times subsequently
as she complained of pain in the region of the inguinal scar,
and here a ventral hernia was developing. Pressure with a
pad was tried but gave no relief. As the hernia not only
gave rise to much discomfort but was also a source of great
anxiety and was rapidly increasing in size I recommended an
operation for its radical cure. On Nov. 15th, 190, the scar
and hernial sac were excised and the various layers of the
abdominal wall were sutured separately. The coils of small
intestine which presented in the wound during the operation
were smooth, shiny, quite free from adhesions, and bore no
trace of the process through which they passed eight months
before. On Feb. 6th, 1903, I found that there was no
bulging in the site of the old ventral hernia.
Queen Anne-street, W.
A CASE OF EMPHYSEMA IN VIOLENT LABOUR.
BY JOHN BRAITHWAITE, M.D. DURH,
PHYSICIAN TO THE DEVONSHIRE HOSPITAL AND BUXTON BATH CHARITY.
THE patient, who was a primipara aged 24 years and of
small stature, began to have labour pains about 3 P. M. on
Feb. 14th, 1903. From the first the pains were frequent and
violent. The membranes ruptured about 11 P.M. About
midnight her mother noticed that her face and neck had
begun to swell. I saw her about 4 A.M. on the 15th when
pains with very violent expulsive efforts were oncurring about
every three minutes. The pulse-rate was 120. The foetal
head was in the first position and half an inch from the
perineum. On placing my hand over the abdomen I
found that the uterus was not always contracting when the
patient was "bearing down." There was well-marked
emphysema over the base of the nose, both sides of the
face, the front and both sides of the neck up to
the mastoid processes, and over the whole of the front
of the chest as far as the nipples. She complained
of her neck being painful on movement and said that
the skin crackled like brown paper. There was also
haemorrhage into the inner half of both conjunctivas. A
little chloroform stopped the expulsive efforts and lengthened
the intervals between the proper pains. Labour ended about
6 30 A without any further trouble. Convalescence was
uninterrupted. On the 16th the emphysema had disappeared
from the base of the nose. On the 17th it had almost left
the cheeks, but whilst straining at stool she could feel the
sides of her neck being puffed out. On the 19th the face and
’upper half of the neck were quite clear and on the 23rd I
could only find a few isolated patches on the chest. By the
.28th the emphysema was all gone.
Buxton.
A CASE OF FLOATING KIDNEY IN AN INFANT.
BY REES PHILLIPS, M.B. LOND.,
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FLOATING kidney and moveable kidney appear from the
literature of the subject to be very rare in infancy. Morris
states that a floating kidney with a mesonephron is "ex-
cessively rare." I have therefore thought that the following
case might be worth recording in this connexion.
The patient was a male child, born on Feb. 4th, 1903,
whom I was called to see a few days after birth on account of
an attack of greenish vomiting attended by collapse. When
seen by me the child had recovered from the attack and
looked apparently healthy and well developed. Examination
of the abdomen revealed a very lax and atonic condition of
the walls and there appeared to be a small oval tumour
causing a prominence of the abdominal wall just below the
ribs on the left side. Palpation showed that this tumour was
the left kidney " floating" forwards. It glided about readily
within the abdomen and could be displaced forwards so as to
come in contact with the abdominal wall just to the left of
the umbilicus. The right kidney was also moveable," but
not "floating." Its movement was chiefly in a vertical
direction and the anterior and posterior walls of the abdo-
men could be compressed together above its upper extremity
and the kidney thus held down. Since then the patient has
had about half a dozen similar attacks of green vomiting and
the mother states that he has had three attacks of "con-
vulsions " with foaming at the mouth. The child is very
constipated. Whether the symptoms are dependent on the
abnormal mobility of the kidneys or are merely coincident I
cannot say. The symptoms do not appear to be influenced
by the position of the child. As the floating kidney has
existed from birth this must be a case in which a meso-
nephron exists.
Brighton. 
_________________
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A Case of Multiple Myeloma with Bence-Jones Proteid in the
Urine.
A MEETING of this society was held on March 10th,
Mr. ALFRED WILLETT, the President, being in the chair.
Dr. F. PARKES WEBER read an account of a case of
Multiple Myeloma with Bence-Jones Proteid in the Urine. He
said that the patient, a rather fat man, aged 50 years, com-
plained of rheumatoid symptoms commencing about the end
of the year 1899. About February, 1900, he began to suffer
from pains in the loins and stiffness in the small joints of his
hands. Soon afterwards the upper part of his back began to
bend so that he always had a stooping attitude. Pre-
viously to this illness the patient had been strong, but as a
young man had had gonorrhoea and a chancre on the penis.
One of his sisters suffered from diabetes mellitus. The urine
of the patient was found to contain the Bence-Jones proteid.
The daily amount of the urine was about 2000 cubic centi-
metres and it contained about seven per mille of the proteid
as measured by Esbach’s albuminimeter. By a more exact
method (precipitation with alcohol, drying, and weighing)
Dr. R. Hutchison found that about 15 grammes of the proteid
were excreted daily. The reactions of the proteid were the
typical ones described by Dr. Bence-Jones, Dr. Kuhne, and
Dr. T. R. Bradshaw. For some time the patient’s condition
remained fairly stationary and at first by the use of local hot
baths, massage, &c., the power of benoing his fingers was im-
proved. Afterwards, however, the general weakness, cachexia,
and anemia greatly progressed and gummatous disease of the
tongue and on one rib made its appearance. Examination of
the patient’s blood showed slight leucucytosi.. In January,
1901, it was found to contain about 23 per cent. of the normal
hemoglobin. In the cubic millimetre there were 2 980,000
red ceils and 11,000 white cells (25’6 per cent. lymphocytes,
3 per cent. large mononuclear, 70.3 per cent. polymorpho
nuclear, and 1 per cent eosinophile). No myelocytes or
atypical celts were detected amongst the leucocytes. On
Jan. 25th, 1902, the patient died atter copious hasmorrhage
from the intestines, which post-mortem examination showed
to be due to chronic ulceration of the duodenum. The Bence-
Jones albumosuria persisted to the last. At the necropsy
the bone marrow of all the bones examined was found to be
more or less affected by a diffuse sarcoma-like growth of
rounded or polyhedral mononuclear cells, a form of
" multiple myeloma or myelomatosis. " A report on the
microscopic characters of the new growth by Professor
R. Muir was quoted. The presence in the tumour of cells
containing granules and globules of various sizes constituted
a striking histological feature in the present case. The new
growth was confined to the bones and formed no localised
tumours projecting from the bones, such as had been noted in
some cases of multiple myeloma. In fact, neither by direct
